A 50-year-old woman presented with a 5-month history of right-sided pulsatile tinnitus without any hearing loss. The tinnitus was synchronous with her heartbeat. Otoscopic examination of her right ear detected a red mass behind the posteroinferior quadrant of the tympanic membrane near the umbo of the malleus (figure 1). The mass was pulsatile when carefully observed with an aural endoscope.
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The workup was conducted along the line of an intratemporal vascular tumor; a glomus tumor was first on the list of differential diagnoses. High-resolution computed tomography (CT) identified a 5-mm softtissue vascular mass overlying the promontory and involving the sinus tympani and round window niche; the jugular bulb was not involved. Based on the CT findings, we confirmed with confidence the clinical diagnosis of a glomus tympanicum.
This case represents the typical presentation of a glomus tympanicum. A glomus tympanicum is a collection of ganglionic tissue within the temporal bone that arises from the promontory of the cochlea. When the jugular bulb is involved, the tumor is called a glomus jugulare. Making this distinction is a vital role of preoperative high-resolution CT.
For the treatment of a small glomus tympanicum such as the one in our patient, surgical excision via an anterior tympanotomy approach is possible (figure 2). After lifting up the tympanic membrane, we gained full exposure of the tumor by routine stapedectomyexposure drilling and limited inferior canal wall drilling.
The ossicular chain was carefully preserved. The bleeding from the feeding vessel (the inferior tympanic branch of the ascending pharyngeal artery) in the hypotympanum was stopped with cautery. The canal wall defect was repaired with a temporalis fascia graft. For patients with a larger glomus tympanicum, a postauricular approach with an extended facial recess would be necessary to achieve complete removal.
Postoperatively, our patient's pulsatile tinnitus disappeared and her hearing was preserved. 
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